INTRODUCTION
The Mekong Delta, Saigon, the battles at Khe San and in the Ashau Valley are now old news, yet the legacy of American participation in the 11-yearwar in Southeast Asia continues for those who fought and the great number of Americans indirectly but dramatically affected by the war. In his recently published, award-winning book, Healing from WaÃ rthur Egendorf maintains that Americans have not finished with Vietnam. A recent advertisement for a popular series of books on the Vietnam War reads "58,372 Americans died in Vietnam and 223,000,000 Americans don't know why."
Nearly three million men and at least six thousand women stationed in Southeast Asia have been home for ten and often as long as 20 years. Yet the problems being faced by the veteran and the healing that is needed have continued as a major health care issue in the 1980s.
The story of the unique problems of the returning Vietnam servicemen began to surface in the late 1970s. The result has been a large-scale and effective public education process. Included are programmatic responses such as the nationwide Operation Outreach-Vet Centers in the Veterans Administration, recognition by the Veterans Administration, and the American Psychiatric Association of a diagnosis relevant to combat survivors, important healing activities such as the Vietnam Veterans Memorial in Washington, D.C., and the increasing number of Welcome-Home parades in local communities.
Discussion of the problems being experienced by Vietnam veterans runs the risk of indulging negative stereotypes. From the movies "Taxi Driver" to "Rambo" Vietnam veterans have been a continuing object of exploitation by the media. The image of the deranged, impulsive, substance abusing, sociopathic Vietnam veteran is by no Approaching the veterans as a survivor rather than a "psychiatric case" or victim is much more likely to result in healing. means a fair representation of the group of young and able men who served our country in Vietnam.
The average Vietnam veteran today is rapidly approaching middle age. It is a time when many Vietnam veterans, together with their non-veteran peers, are achieving important personal and professional goals, raising families and contributing to their communities. A large minority, estimates run as high as 25% to 30%, is still suffering as a direct result of experience in the war. This suffering can lead to chronic personal problems, an inability to form meaningful relationships, isolation and alienation, chronic sleep difficulties and, as will be discussed in detail, problems in achieving vocational goals and adapting in the workplace. Ongoing research projects including the Legacies study (Boulanger, 198n and important work by Wilson (1978) , Figley (1978) , and Card (1983) have confirmed the story that has been told by veterans since their return.
Where there is suffering, there can be healing. This healing is not limited to the clinician's office, but must include edu-"58,372 Americans died in Vietnam and 223,000,000 Americans don't know wh}t. II cation, understanding and support in the home, community and workplace.
POST-TRAUMATIC STRESS DISORDER
In 1980, the American Psychiatric While inclusion as a diagnostic entity in the recognized official classification of psychiatric illnesses tended to "legitimize" the problems described by Vietnam veterans, it also served to pathologize a set of symptoms and behaviors that is better thought of as naturally occurring in stress recovery. Approaching the veteran as a survivor rather than a "psychiatric case" or victim is much more likely to result in healing. The description of symptoms in the DSM-III has, however, been an important step in the assessment and treatment of war-related problems. The diagnosis requires, first of all, that the person has experienced a "recognizable stressor that would evoke significant symptoms of stress in almost everyone" (DSM-III, p. 238). In addition, there has to be evidence of a re-experiencing of the trauma through either recurrent recollections, dreams, or the sudden feeling that the traumatic event was happening again. A cardinal symptom of PTSD is the kind of numbing or blunting of affect that is characteristically associated with trauma survivors. This may take the form of reduced interest in activities previously engaged in or an increase of feelings of detachment or estrangement from others. In addition, according to DSM-III, some, but not all, of the following symptoms are routinely present in those suffering from Post-Traumatic Stress: hyperalertness or exaggerated startle response, sleep disturbance, survival guilt, memory impairment, avoidance of activities that arouse memories, or an increase in symptoms when exposed to events that resemble the traumatic event. It has been estimated by the Veterans Administration that as many as 25% of the men and women who served in Southeast Asia are suffering from symptoms of Post-Traumatic Stress. This means that there could well exist from one-half to three-quarter million cases scattered throughout the nation.
Early evidence from the Operation Outreach-Vet Center Program indicates "an astonishingly large proportion of veterans with moderate to severe PTSD symptoms have experienced them for years without ever having accurate diagnosis or even any psychiatric contact. Many have only recognized the nature of their difficulties as a result of reading about PTSD in the press or hearing from other Vietnam veterans who have made the same discovery by themselves. A disturbingly common phenomenon amongst this group is the history of having sought help from a private therapist, community mental health center, or VA facility over the years, with the result that their condition was not diagnosed and that they were treated in A number of psychological symptoms associated with PTSD have the potiential for coming to the attention of the occupational health nurse.
ways that provided no help" (Blank, 1983, p. F-2) .
Progress is being made in educating professional helpers, the Vietnam veterans and their families. It becomes critical for everyone in the helping professions to better understand this condition and to be able to recognize the symptoms and to provide needed assistance or appropriate referral.
THE VIETNAM VETERAN IN THE WORKPLACE
"Military service, especially service in the Vietnam fire zone, has resulted in career-related deficits for Vietnam era veterans: higher unemployment rates, lower job prestige, and lower income relative to those who did not serve," (Card, 1983) . The vast majority of the two and a half million Vietnam veterans who participated in the war in Southeast Asia are in the workplace. The data that a significant percentage of this group of veterans is having problems in the workplace continue to pile up.
A consideration of the effects of Vietnam era service in the workplace must examine two distinctly different ways in which service experience may be manifested. The first of these is the general effects that military service during the Vietnam era (1964) (1965) (1966) (1967) (1968) (1969) (1970) (1971) (1972) (1973) (1974) (1975) seems to have had on veterans in terms of preparing to enter the workplace. Secondly; the less frequently encountered effects of PTSD on some employed combat veterans will be considered.
A study of Vietnam veterans prepared for the VA and submitted to the 97th Congress found that "duty in Vietnam had negative consequences for career achievement" (1981, p. 292) . As a group, non-veterans were found to have had more success in achieving a career with higher status and prestige than their veteran peers. This finding is qualified, however, for black veterans who apparently do somewhat better than their black non-veteran peers.
The VA's study also revealed important differences between era (those who served in the military but were not stationed in Southeast Asia) and Vietnam theater veterans (those stationed in Southeast Asia). The study showed that Vietnam era veterans, like all veterans historically; showed a continually upward achievement track following discharge. In contrast, the Vietnam theater veterans showed a period of decline in career achievement, education and occupational functioning at about two years post-discharge. Interestingly; this brief period of decline was not correlated in this study with intensity of combat experience or wartime trauma, leading the researchers to theorize this as a "homecoming" phenomenon. Thus, one may likelyexpect that the Vietnam theater veteran's occupational history may show a period of failure to advance and even decline several years after discharge. It is important to keep in mind that this, in the absence of other diagnostic information, is evidence only of "homecoming" difficulties and does not necessari Iy suggest the presence of PTSD. This finding was noted to be independent of racial differences which supports the conclusion that Vietnam theater service does inhibit veterans' career growth.
Thus far, the effects of Vietnam have only been discussed as they effect veterans as a group. It is also important to consider what effect Vietnam may have on the individual veteran once employed. Although it is impossible to predict all of the ways the Vietnam experience will influence the veteran's interactions in the workplace, the next section will be used to explore some possible ways that PTSD might be expressed on the job. For organizational purposes, these problems will be broken down into four general types: 1) interpersonal, 2) attention and concentration, 3) values, and 4) psychological.
INTERPERSONAL: Interpersonal problems may develop in a number of different ways on the job. One frequently cited difficulty is with "authority problems" (Van Putten, 1984) . For example, the veteran who chronically has trouble getting alongwith co-workers may have difficulties related to PTSD and not be "just a trouble maker." Some veterans, as combat soldiers, felt they had to take orders which made little sense from less trained individuals. Thus, the veteran with PTSD may present with a "chip-on-the-shoulder attitude" toward authority. This may be particu-5. Avoidance of activities that arouse memories, 6. Increase in symptoms when exposed to events that resemble the traumatic event. 
THE NURSING ROLE
The nurse in an occupational health setting is in excellent position to implement the education, case finding, and intervention activities cited above. Utilizing the nursing process, the nurse can assess the health care needs of employees and can evaluate the impact of the work environment on health status. The presence of PTSD is often subtle and identifying signs and symptoms requires astute observation and interviewing.
Assessment can be delicate and difficult, when the employee with a problem that suggests social, emotional, or psychological origin. Of utmost importance to timely and successful treatment is the nurse's ability to identify that the problem might be of psychosocial origin and to continue the assessment in that vein. The nurse must practice active listening and demonstrate a supportive, caring attitude. In assessing the employee with PTSD the nurse must be able to listen to descriptions of painful emotions and sometimes horrifying events without communicating a sense of rejection. The opportunity for privacy and an unhurried schedule are conducive to eliciting this type of information.
The nurse should be able to incorporate aspects of a mental status assessment into the examination of the employee. Of particular concern is information concerning mood, affect, thought content, ability to concentrate, motivation, and style of relating. In general, the Interestingly, the fear of loss of control may be present in some veterans having no history of violence outside of the combat experience.
A final set of psychological changes which may interfere with a veteran's readiness to work resembles depression. For example, substance abuse, guilt, and disturbance of sleep, appetite, drive, and interest level may plague the veteran with PTSD. Each symptom needs to be addressed individually to determine presence and severity.
It should be stressed that many veterans point to some of the obvious advantages of having served in the military such as skill training, job experience, and supervisory experience. But for a significant minority, the workplace is filled with frustration and often becomes the focus of chronic problems, confrontations, and unrealized dreams. The workplace presents opportunities for education, case finding and intervention.
difficulty for the veteran with PTSD falls under the general label of "values." Lauper, Brett and Gallups (1985) report that PTSD may lead to the feeling that life in general is no longer meaningful. Clearly, the potential for impact here is great. A wide variety of activities having an impact on the workplace have the potential for being seen as trivial and worthless. This may include a loss of confidence in the reason for working and seeing work as inconsequential. Such value-related apathy may result in interpersonal difficulties and problems with the maintenance of productivity and quality.
PSYCHOLOGICAL: A number of psychological symptoms associated with PTSD have the potential for coming to the attention of the occupational health nurse. Flashbacks are less frequent than popularly believed while being easily startled is more frequent than many would expect. In the veteran with a startle response, a secondary behavioral difficulty of stimulus avoidance may develop. Veterans often cite avoiding stimuli which remind them of Vietnam such as uniformed personnel, sounds similar to gunshots, hot rainy days, news reports of combat and the sounds of aircraft. When such problems are suspected an assessment of the relationship between those stimuli the veteran is exposed to on the job and those he tends to avoid is necessary Another experience many veterans with PTSD report is a potentially violent or violent self-image. The nurse may hear veterans say that they often feel on the edge of losing control over themselves.
larly noted in situations in which the person in authority is the same age or younger, a woman, of Asian appearance, or perceived by the veteran to be unfriendly toward veterans or Vietnam veterans in particular. Another difficulty the veteran with PTSD may have is with an aggressive interpersonal style. There may be a tendency to antagonize and alienate without realizing the effect. A veteran with this difficulty may have trouble understanding the distinction between "aggression" and "assertion," and may see any attempt to change his or her way of communicating as an attempt at forcing giving in to others.
ATTENTION AND CONCENTRATION:
Attention-concentration problems in an employee may also signal PTSD difficulties. The most obvious manner in which these problems would be observed is in the veteran with an exaggerated startle response. For this individual, sustaining attention may be very difficult since the train of thought may be easily broken by unfamiliar and/ or sudden loud noises. The veteran with PTSD often complains of trouble thinking or an inability to keep his or her mind on activities. These difficulties may affect the employee's productivity and the quality of work. The occupational health nurse needs to keep in mind that such changes may be of diagnostic significance, thus calling for health care rather than administrative intervention. At a more severe level, attention may be completely disrupted with intrusive "flashbacks" or re-experiencing combat phenomena.
VALUES:
Another area of potential nurse should start the assessment with open-ended questions and become more probing as rapport is established. Other specific assessment skills will be determined in part by the nature of the initial contact with the veteran employee: supervisory referral, self-referral, or as a result of case finding efforts.
It is usually an astute and caring supervisor who would identify the employee who needs assessment for PTSD. If the employee's initial visit is the result of a supervisory referral, the nurse can begin data collection by reviewing records and talking with the referring individual. She or he will be looking for the reason(s) for the referral, i.e.. performance problems, attendance problems, difficulty with interpersonal relationships. Once this has been established, more specific information can be sought, such as, what illness or symptoms have been reported. The nurse can then begin to structure or plan the actual interview
If the visit is the result of a supervisor's referral, the employee may present with ambivalence or outright hostility at having been "sent to the nurse." Anticipation of this potential behavior can result in the formulation of a plan rather than the nurse's surprised or defensive behavior at the actual session. It is equally important that the nurse remain objective and avoid the formulation of judgments or nursing diagnoses prior to completion of the assessment. The assessment can be threatening for both the Vietnam veteran and the nurse. A calm, supportive attitude will be most useful in allowing expression without increasing hostility
Once the employee has identified the reason for the visit, the nurse can direct questions and comments. If the employee was referred because of frequent absences from work, the nurse will begin to investigate the reasons for the absence. If there are frequent complaints of headache, sleeping poorly or other vague symptoms, the nurse should further inquire about the history of the problems and the employee's attempts to manage them. If there seems to be no clear physical etiology, the nurse might make a statement such as, "Sometimes when people are feeling a lot of stress and pressure, they are bothered by things like poor sleep or headaches. Is anything at home or work causing you to feel stressed right now?"
If the employee reports the use of alcohol or drugs, some time should be devoted to exploring this in a value-free manner. Assessment should be directed at uncovering the substance use or abuse patterns. The nurse might ask the client to describe when, hovv, or how much he or she uses alcohol or drugs.
In the event the employee is referred because of suspected intoxication, the contact will be much different. A complete nursing history may not be possible and questions might serve only to antagonize the employee. In such instances, data collection should be brief and specific. Documentation is very important. At such times, it is imperative that the occupational health nurse know and follow the policies of the organization. The nurse must know what resources are available in the event that an employee become uncontrolled and/or abusive. Although immediate nursing intervention will be limited, the nurse may plan future contact with the employee.
It is possible that an employee will be reluctant to discuss, openly and honestly, alcohol or drug use. Especially during the initial or early interactions the employee may fear being reported to the supervisor or being fired. The nurse must listen and look for indicators of substance abuse, even when the employee denies such. The nurse should be aware of the organization's policies concerning confidentiality regarding such matters and communicate them to the employee.
If the initial contact is the result of case finding efforts, the interaction may be somewhat different. In case-finding, the nurse would look for those employees who have high rates of absenteeism, tardiness, many visits to the employee health department, repeated counseling due to poor performance or frequent accidents. When problems are identified, following company guidelines and chains of command is imperative. A request to see an employee should go through the supervisor and must have the support of management. Case finding is successful when it is an effort of the organization's management team, although it is often initiated by the occupational health nurse. The nurse may be the individual in the organization who is most familiar with signs and symptoms of PTSD and the implications for treatment. The responsibilities of the nurse may include the education of management and the establishment of networks with supervisors. A goal of this process is to help management view some problem behavior as health-related rather than requiring disciplinary action.
The nurse needs to be particularly attentive to specific Vietnam content in guilt, the most common manfestation of which is survivor guilt.
Case finding can also aid in identification of individuals who are "at risk" for PTSD. Many job application forms have a space for documenting veteran status. If the years of service are 1964-1975, this can be used as a clue for talking with the employee about the experience. It must be pointed out that not all Vietnam veterans suffer from PTSD and not all psychosocial problems of Vietnam veterans are related to their experiences as veterans.
Educational activities should not be directed to management only, but should also be provided for employees. Many veterans suffer quietly from PTSD, not knowing what is actually disrupting their lives. Often there is a great sense of relief to learn that they are not alone in their suffering and that help is available (Egendorf, 1986) . Information can be made available to employees through formal inservice programs, written information, or individual counseling. Posters or flyers on bulletin boards and brochures strategically placed throughout work areas can alert both managers and employees. The nurse should communicate a willingness to discuss PTSD with individual employees who seek help. Support groups and other health agencies or resources should be listed for employees who want to go outside the work environment to seek help or answers to their questions.
Contacts that are initiated by the employee have the potential for being especially successful. The employee may or may not have insight into the nature of the problem, but has taken a step toward solution. The employee may come to the nurse believing that he or she is suffering PTSD, particularly if educational efforts have been implemented. Another likely presentation is vague complaints with hope that the nurse can identify "what's wrong."
The nurse should listen for indications of difficulty concentrating. The employee may report problems in meet-
EXAMPLES OF NURSING DIAGNOSIS AND COMMON ETIOLOGIES
ing requirements of the job; such as following directions, completing tasks, being easily distracted by noise or activity in the environment, preoccupation with thoughts, or experiencing flashbacks. Flashbacks may be of particular embarrassment, especially if behavior has been influenced by these thoughts. The nurse may have documentation of the individual's unusual behavior prior to the contact. In attempting to identify the source of such behavior, comments such as "You appear distracted at times," or 'Are there things going on inside you that make it difficult for you to concentrate?" may be useful. The employee will need to feel that it is safe to describe thoughts and feelings to the interviewer. It is important that the nurse be prepared to hear what the individual may say Many times flashbacks are related to incidents that occurred during combat and can be unpleasant. The nurse who appears shocked, horrified or judgmental risks limiting the employee's confidence and willingness to share. Interpersonal conflicts are frequently reported or observed in the veteran who suffers PTSD. These conflicts mayor may not be manifested in the workplace. They may imply feelings of loneliness, isolation, guilt, disturbances of self-concept, and ineffective coping. Inability to trust and fear of rejection can result in avoiding close relationships with others and make it difficult to establish rapport. The nurse needs to be particularly attentive to specific Vietnam content in guilt, the most common manifestation of which is survivor guilt. This is a feeling that the veteran's survival is unfair because he lived but many of his buddies died. There is often a feeling that "I should have done more."
Sleep disturbances may also have specific Vietnam references. Nightmares can disturb sleep by causing veterans to avoid sleep for fear of having nightmares and by insomnia following the dreams. These fears often are severe enough to be described as a sleep phobia. Many veterans adjust be keeping late hours or finding jobs that allow them to work at night. Interviewers should listen carefully to reports of drowsiness, irritability or sleeping on the job. When these symptoms are present, the nurse should explore the employee's sleeping patterns. Employees who come to the occupational health department requesting medication to help them sleep or remain more alert should be further assessed. Information about the veteran's usual time for going to sleep, for awakening, for any problem falling asleep or early morning awakening and anyattempt to resolve the problem should be obtained.
The type of nursing assessment outlined above, using employee information, work and health records, and supervisory referrals, should allow the nurse to identify nursing diagnoses that will determine care for the employee. The defining characteristic of the nursing diagnoses are the same regardless of the source of the referral (Carpenito, 1983) .
The Table lists some nursing diagnoses commonly used in caring for patients with PTSD. The etiologies are listed as descriptive of common psychodynamic or interpersonal causes but are not meant to be inclusive.
Care of the PTSD patient requires both immediate and long-range responses by the occupational health nurse. When the nursing diagnoses of fear, anxiety, ineffective coping, powerlessness, or disturbance in self-concept are made, the nurse should take care to be supportive and to avoid increasing the sense of helplessness or guilt. The opportunity to express feelings can provide short-term relief and can assist the nurse in establishing rapport with the employee.
Performance problems are frequently related to long-standing sleep pattern disturbances. Education regarding the sources of sleep pattern disturbances, the impact of alcohol and drugs on sleep, and stress management can offer some help. Often the Vietnam veteran with sleep pattern disturbance performs better when placed on a straight shift that allows sleep during the day Of concern to the occupational health nurse, though rare, is the employee who presents with a potential for Violence. Clues for this include verbal threats, pacing, wringing the hands, and raised voice. Immediate interventions should include taking a very supportive attitude, making the employee feel that requests are being responded to promptly, offering food or drink, and allowing room to pace, or to physically leave the setting.
The nurse must be familiar with the organization's policies regarding violent behavior and with the appropriate alarm system. A more thorough discussion of violent behavior can be found in Lion (1983) .
Once the nurse has completed an initial assessment of the patient, the decision of whether to treat or refer the patient becomes important. It should be clear from the complex nature of the etiologies described in the Table that treatment of many of the aspects of PTSD is beyond the scope of practice of occupational health nurses.
The nurse must be aware of resources available to the employee. First to be considered are resources available within the organization or through the employee health benefit program. In organizations where no such help is available, it is important that the nurse be aware of community resources. These can include Vet Centers, VA Medical Centers or Community Mental Health Centers.
When referral is the action of choice, the nurse should discuss this carefully with the veteran. The employee must be in agreement with and willing to participate if treatment is to be successful. The veteran should be included in selection of the agency or provider who will deliver treatment.
Once the referral is made, the nurse may want follow-up visits with the employee. The focus of these visits can be to provide support, determine progress and/or indicate the organization's interest. The nurse should attempt to maintain a caring and therapeutic relationship.
The fear of loss of control may be present in some veterans having no history of violence outside of the combat experience.
SUMMARY Nursing care of the Vietnam veteran with PTSD provides unique challenges for the occupational health nurse. This article has attempted to provide some background concerning the experiences of Vietnam veterans and to demonstrate the manifestations of PTSD in the workplace. Nursing care of the Vietnam veteran employee was described with a particular emphasis on assessment, brief intervention and referral. It is hoped that intervention by the occupational health nurse will affect the adjustment of some Vietnam veterans and can provide information that can promote understanding of the Vietnam veteran.
